Objective: To find, analyze and compare clinical recommended practices, national recommendations, guidelines, nursing standards and assessment tools with a focus on documenting pressure ulcers. Methodology: The selection of relevant sources was carried out in 2018 using search services and sources in electronic databases (Medline, ProQuest, PubMed), book publications, from professional societies, and professional journals. Out of 139 sources, 38 sources were selected and processed in three phases based on the ranking and exclusion criteria. Results: By analyzing and comparing clinically recommended procedures, national recommendations, guidelines, nursing standards and assessment tools to document pressure ulcers, we have found that the most frequently reiterated requirement for pressure ulcers is: degree of pressure ulcer, its location, size, base, exudate and surroundings. The most observed items that tell us about documenting of the pressure ulcer healing process are found in the NPUAP, EPUAP, PPPIA consensus (GRADE), HSE, AAWC, and RNAO guidelines. Conclusions: Pressure ulcer documenting is a problem addressed within national and international recommendations or guidelines. Their analysis and comparison revealed several worldwide unified documentation requirements, which are essential to multidisciplinary collaboration and decision-making on further treatment.
Introduction
Consistent and timely recording of nursing care for pressure ulcers supports communication, continuity, decision-making on further treatment, and improves patient safety. Documenting of pressure ulcers is a part of the directives, standards or recommended practices in the Slovak Republic and abroad regarding the classification of pressure ulcers and the assessment of their healing during treatment. In the practice of documenting, it is recommended to record care as soon as it is provided, identify risks or problems that have arisen, fill in all records accurately and without any falsification, record your own notes in the documentation without unnecessary abbreviations (with a precise date and time), keep the documentation safe, and process and store research data and results accordingly (Nursing and Midwifery Council, 2015) . Foreign studies point to a lack of nursing care tracking in line with holistic approach, legislation and professional standards (Dehghan et al., 2015; Gunningberg et al., 2008; Høgsnes et al., 2016; Vainiomäki et al., 2008; Wang et al., 2011) . In Slovakia, the proper management of nursing documentation is the legislative and professional requirement of nursing practice, which is also the basis for the creation of contracts between health care providers and the health insurance company. Insufficient or absent recordings of pressure ulcer assessments as well as discrepancies between data recorded in the nursing documentation and data recorded in the health insurance information system indicate not only a reduced quality of documentation management but also suspect illegal activity. It is therefore necessary to know the correct and recommended way of assessing pressure ulcers and recording them in the documentation. An initial assessment associated with the inclusion of a pressure ulcer in a particular classification grade is decisive in determining treatment and treatment procedures. The guideline for the inclusion of pressure ulcers in the relevant classification stage is the National Pressure Ulcer Advisory Panel, and the European Pressure Injury Alliance (NPUAP, EPUAP, PPPIA, 2014). Individual countries create their own standards, guidelines or best practices, which relate not only to the inclusion of pressure ulcers into the classification stage, but also to the follow-up of the pressure ulcer healing process and its documentation. The aim of the study was to find, analyze and compare clinical recommended practices, national recommendations, guidelines, nursing standards, and assessment tools to document pressure ulcers.
Materials and methods
This contribution has the character of a review study. In the course of 2018, search services for the National Center for Health Information -the Slovak Medical Library (NCZI-SLK), where 67 sources from the Medline electronic database and 6 book publications were provided to search for relevant sources. In addition, publications from ProQuest, PubMed, and professional journals were included in the analysis. We used the following keywords and their combination to search: pressure ulcer treatment, pressure ulcer treatment standard, pressure ulcer care, pressure ulcer monitoring and evaluation, pressure ulcers guidelines. Out of 139 sources, 25 sources from electronic databases, 9 sources from professional societies, 2 sources from professional journals and 2 book publications were selected. The selection was made on the basis of fulfilling the inclusion criteria, including the assessment and documentation of pressure ulcers, assessment tools for pressure ulcers classification, English, Slovak and Czech, free contribution fully containing information on pressure ulcers assessment and evaluation. Eliminating criteria included the prevention of pressure ulcers, care for primary healing wounds, other language than English, Slovak, Czech, duplicates, material requiring registration and payment. The selection was made in three phases. All sources were included in the first phase and those that contained the exclusion criteria were excluded according to their content. In the second phase, resources that contained incomplete information on the assessment and evaluation of pressure ulcers were excluded. In the third phase, the resources were divided into resources related to the Guidelines / Standards / Recommended Practices for Documenting Pressure ulcers (Tables 1 and 2) and sources containing Evaluation Tools designed to classify pressure ulcers.
results
By analyzing and comparing clinically recommended procedures, national recommendations, guidelines, nursing standards, and assessment tools to document pressure ulcers, we found that the most frequent requirement for documentary pressure is degree of pressure ulcer, location, size, base, exudate, and environment ( Table 1 ). The most monitored items that tell us about documenting the course of pressure ulcer healing can be found in the NPUAP, EPUAP, PPPIA (2014) guidelines with consensual approach (GRADE), HSE, AAWC and RNAO ( Table 2 ). The recommended assessment tools for inclusion of pressure ulcers in the respective classification grade are given in Table 3 . 
Discussion
When recording the degree of pressure ulcer into the documentation, the international system of classifying pressure ulcers (NPUAP, EPUAP and PPPIA) is most often recommended in line with evidence-based practice (EBP). Historically, this has been preceded by several classification systems (Black et al., 2007) developed by several authors such as: classification according to Knighton (2015) , Hibbs (currently also required by the Journal of the Ministry of Health CR, 2009), Torrance (2015), Daniel (2015) , Seiler (2015) , Shea (1975) . A systematic literature review by Stausberg and Kiefer (2009) found that up to 31 classification systems could be identified. The classification grade system is based on anatomy and the extent of damaged tissue, and cannot be reversed in documenting the healing process (Baharestani et al., 2009 ). To record the location of a pressure ulcer, guidelines (AAWC, 2010; AHRQ, 2017) recommend the BWAT assessment tool, which allows you to select a location from the offered options and label it with an "X" on the body map. Incontinence-related dermatitis -Associated Dermatitis Incontinence (IAD) from pressure ulcer (Pokorná et al., 2016 ) is necessary to localize in areas affected by incontinence. Appropriate terminology (front, back, mediolateral or proximal distance) should be used for enrollment (Melter, 2017) . Often used is image plotting of the location on the so-called map of the human body (Journal of the Ministry of Health SR, 2000) . The fastest and easiest method to measure pressure ulcer size is to use a disposable paper ruler to record the length and width in cm, giving you an indication of the size of the pressure ulcer surface. It is important where the measurements are made because they can fundamentally affect the outcome. One method is to measure the greatest length and the greatest width of the pressure ulcer. In the second method, the largest length and largest width are measured perpendicular to each other at a 90° angle from head to toe (Nichols, 2015) . Depth should be recorded according to the deepest portion measured sterile, using a cotton tip applicator or with plastic probes marked in cm. A clock face is used in the description method assuming that 12 hours is from the head of the patient, who is laying in the same position during the measuring (Nichols, 2015) . RNAO recommends the use of a ruler or a photograph to measure the size of the pressure ulcer, the recommendations of the Ministry of Health of the Czech Republic describe the writing of an approximated value of the diameter of the constructed circular pressure ulcer. The choice of the method of measuring and recording the size of the pressure ulcer in the documentation should remain unchanged during further review and documentation in the healing process. The base of the pressure ulcer of the NPUAP, EPUAP, PPPIA (2014) directive evaluates the degree of skin cover loss, AHRQ (2017) recommends the scaling of the epitalization and granulation tissue range as a percentage of the base filling and, in the case of necrotic tissue, the description of the type and quantity (e.g. white/gray, non-adherent yellow tissue, loosely adherent yellow tissue, adherent soft black crust, firm, adherent, hard, black eschar), RNAO recommends to distinguish the base by color (black, yellow, pink/red). According to Australian standards, it is assessed whether it is agranulation, granulation, hypergranulation epithelialization, yellow tissue wound slough, necrosis/eschar, exposed bone or tendon or fistula. It is recommended to record the amount and nature of the exudate in relation to the scoring. The EPUAP, NPUAP, PPPIA (2014) guidelines document the amount of exudate and its nature (presence of pus), similarly, AWMA requires documenting the type of exudate (serous, sanguineous, seropurulent, purulent), amount and its odor. According to AHRQ (2017), the type of exudate (e.g., sanguineous, serosanguinous, serous) is recorded, and is defined as none, small, medium, large, which is consistent with the AAWC guidelines. When documenting the pressure ulcer assessment, account must be taken of the consistency of the recorded data with a brief and concise record of all necessary information.
Assessing the pressure ulcer edges is important for the healing process that starts from the edges. AWMA recommends evaluating the edges as raised, cylindrical, undergrounding, while also highlighting their color. The AHRQ (2017) program suggests documenting the edges with a description of the appearance (diffuse, snug without side, not attached to a deeper base, such as edge, rolled, fibrotic, hyperkeratosis). Wound Asia recommends differentiating between macerated, dry, undergrounding or cylindrical edges. Most of the above guidelines and recommendations also agree on the need to document the environment of the pressure ulcer. The skin should be scored at least 4 cm around the wound (Melter, 2017). The AHRQ (2017) program emphasizes the need to record skin color around pressure ulcer, temperature/redness, edema, and stiffness. Similarly, the AAWC association recommends writing erythema or edema around the pressure ulcer. Canadian RNAO Association also recommends the appearance and appearance of the surrounding skin. Dowsett and Newton (2005) define a pressure ulcer environment as macerated, dry, with excoriation, hyperkeratosis, callus, eczema. The Slovak Framework Process Standard recommends that redness, swelling, and maceration in the vicinity of the pressure ulcer be recorded. In addition to the above parameters, guidelines and recommendations emphasize the need to document conditioning, tunneling, sinus, pressure ulcer volume measured with a sterile liquid, skin color, temperature/inflammation, odor, pain, and skin turgor (see Table 3 ).
When documenting according to the recommendations mentioned above, certain forms of individual parameter recording such as e.g. Wound Healing Continuum (WHC), which evaluates and documents the color change base, Wound Infection Continuum (WIC), recording microbial settlement and Wound Exudate Continuum (WEC) rating based on exudate volume and consistency (Gray et al., 2010) , or the TIME model, which aims to relieve swelling, maintain optimal moisture removal of the biofilm with reduction of bacterial load, promote edge effect healing (Dowsett et al., 2018) . Various technical and electronic pressure ulcer assessment systems are also recommended, such as e.g. Wound Healing Analyzing Tool (WHAT), which enables electronic wound analysis (W.H.A.T., 2013), or the use of working mini laptops with an electronic form software installed (ASSIDIS software) (Jarošová et al., 2012) . Another method for documenting and archiving pressure ulcer data is using Visitrak (Stryja et al., 2011) . In Slovakia, the documentation of pressure ulcers is based on the professional guidance of the Ministry of Health on the management of health documentation (Journal of the Ministry of Health SR, 2009), according to which the entry in the documentation should include a brief description of the performance provided and its evaluation. According to the current standard no. 85 -Nursing care for a patient with pressure ulcer in the home environment (Journal of the Ministry of Health SR, 2004a), the nurse records the assessment of the pressure ulcer according to the stage or phase of healing appearance of the surrounding skin (presence of redness, swelling and maceration), and then further records pressure ulcer location, pressure ulcer character, determines depth damage and measures the length and width of the pressure ulcer. The compliance of the record in the documentation with the valid legislation and professional recommendations is monitored by the review nurse in the framework of the inspection activity. Its job position and competencies are defined by legislation in Slovakia (Act No. 581/2004).
In the context of the above-mentioned international recommendations for the documentation of pressure ulcers, the notation should also be supplemented with an assessment of the base, exudate and pressure ulcer margins, but if these parameters are understood as "pressure ulcer character" as given in standard no. 85, the required data should be comprehensive in view of the most frequently encountered requirements for documenting pressure ulcers. However, the problem remains that the registration of the pressure ulcer assessment in the documentation in the context of the above requirements re-mains time-consuming and burdensome for the nurse. The availability of electronic devices and their proper use in documenting the assessment of pressure ulcers could reduce the time-consuming work of the nurse while ensuring clarity of the pressure ulcer assessment and healing process.
Conclusions
Documenting pressure ulcers is a problem addressed within national and international recommendations or guidelines. Their analysis and comparison revealed several worldwide unified documentation requirements, which are essential to multidisciplinary collaboration and decision-making on further treatment. In the initial assessment of pressure ulcers, the international pressure ulcer classification system NPUAP, EPUAP, PPPIA, which classifies pressure ulcer into four grades and two separate stages with unknown depth and suspected deep tissue damage, is most commonly recommended. It is evident from the overview of the individual guidelines/standards/recommended procedures required for entry into the documentation ( Table 2 ) that the pressure ulcer documentation should, in particular, include: determination of location, size, base, exudate and surrounding of pressure ulcer, what is identical in all recommendations, and according to local recommendations, the recording is supplemented by an assessment of pressure ulcer boundary, tunneling, sinuses, pressure ulcer volume, margins, skin color, temperature/inflammation, odor, pain, and skin turgor. In Slovakia, documentation is monitored as part of the review activity (Journal of the Ministry of Health SR, 2004b) and in addition to the actual assessment and treatment of pressure ulcer, it also monitors its compliance with the reported nursing care to the health insurance company.
